Introduction
Cigarette smoking has been identified as one of the leading preventable causes of disability and premature death in the United States (l), The relationship between smoking and disease has made the reduction in smoking prevalence one of the major public health goals of the Nation, The United States Public Health Service has set a goal that smoking prevalence in the United States be reduced to 15 percent by the year 2000 (2). Achievement of this goal will require a major reduction in the uptake of smoking by youi!g Americans, Rates for adolescent smoking prevalence differ among various surveys (l); however, prevalence as high as 36 percent has been reported (3). Uptake of smoking by adolescents is one of the primary barriers to reducing smoking prevalence, Teenage smoking behavior has remained relatively steady throughout the 1980's, although smoking among the adult population has decreased (l).
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In addition, use of smokeless tobacco products, particularly chewing tobacco and snuff, increased substantially during the 1970's and 1980's (4). National estimates indicate that at least 10 million Americans used some form of smokeless tobacco during 1991 (5), with use increasing especially among male adolescents and young male adults (l). The increased use and appeal of these products assume major public health importance because the evidence reveals that smokeless tobacco can cause oral cancer and other oral conditions and can lead to nicotine addiction and dependence. In 1986, two-thirds of men who had ever used smokeless tobacco reported having started before age 21 (l).
Chronic use of tobacco is not an all-or-none behavior. The level of use changes over time. The different levels of use can be described as an uptake continuum. Determining where adolescents are on this continuum is important in planning preventive interventions. The 1989 Teenage Attitudes and Practices Survey (TAPS), a targeted-population study from the National Health Interview Survey, was undertaken by the National Center for Health Statistics, the Office on Smoking and Health, the National Cancer Institute, and the American Cancer Society to provide data for in-depth analysis of teenage smoking behavior and to describe the uptake continuum for sub-populations of adolescents.
Methods
The 1989 TAPS was designed with the intention of providing regular surveillance of teenage smoking behavior and attitudes beginning with the collection of baseline data in 1989 and conducting periodic cross-sectional and/or longitudinal surveys every 3-4 years. The TAPS sample included all 12-18-year-olds living in households contacted and interviewed in the last two quarters of the 1988 and the first two quarters of the 1989 National Health Interview Survey. The TAPS obtained information on prevalence and for classification by smoking
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status, knowledge of smoking risks, attitudes about smoking, and correlates of smoking uptake -such as attitudes about school, risk-taking behavior, and peer smoking practices.
The primary method of data collection for the TAPS was computer assisted-telephone interviewing (CATI), whereby interviewers conducted a telephone interview by reading questions from a computer screen and recording responses electronically, Teenagers in the TAPS who were not available by telephone were sent a mail questionnaire, Overall, 9,965 interviews were completed either by telephone or mail with a resulting survey response rate of 82 percent. For a description of the survey design, see Allen, Moss, Botman, et al. (6) .
This report presents frequencies and/or percent distributions for virtually all the data items from the TAPS questionnaire. It is intended to provide a convenient source of comprehensive data related to the use of tobacco products by adolescents and to encuurage interested readers to undertake further analysis of the TAPS data. For other reports on the TAPS survey, see references 7-10.
Estimated percentages for the United States population of noninstitutionalized youths 12-18 years old are presented in this report by age, sex, race, ethnicity, and adolescent smoking status, Generally, except for knowledge questions that accept "don't know" as an appropriate response, "don't know" and other unacceptable responses have been excluded from the denominator in the calculation of the percent estimates. When possible, the actual question wording is shown along with response categories in the tables. However, many of the questions have been paraphrased or combined. Table 1 shows respondents' selfperception of peer attitudes regarding various health-risk behaviors, For most behaviors, current teenage smokers reported that their peers cared less about behaviors that affected their health than did teenagers who had never smoked. Half of the teenagers who had never smoked cared "a lot" about staying away from drugs, compared with one in five teenagers that currently smoked. Of those who never smoked tobacco, 57 percent cared a lot about not using marijuana, compared with 23 percent of current tobacco smokers. Current smokers cared more about keeping their weight down than did those who had never smoked: 79 percent cared a lot or cared somewhat, compared with 73 percent of teenagers who had never smoked. This per~eption was consistent with current smokers' response to the question "Do you believe smoking helps people keep their weight down?" (table 7) ; 30 percent of current smokers believed this to be true, and only 13 percent of those who had never smoked reported believing this. The functional utility of smoking was perceived to be much greater by current smokers than by those who had never smoked -current smokers also perceived their peers as caring more about controlling their weight than teenagers who had never smoked (table 1) .
Selected findings
Among all current teenage smokers in 1989, brand preference was overwhelmingly Marlboro: 68 percent of those who usually bought their own cigarettes bought that brand. The most striking difference in brand preference among sociodemographic subgroups is shown in table 2 for race. White teenagers clearly preferred Marlboros (70 percent, versus 9 percent of black teenagers). However, black teenagers bought Newports most often (61 percent, compared with 6 percent of white teenagers). Data pertaining to the brand of choice by most adolescent current smokers also indicated a definite increase in the number of adolescents smoking Camels (11), Regardless of age, sex, race, or ethnicity, adolescent smokers purchased cigarettes more often from small stores, such as convenience stores, than from vending machines or large stores: 69 percent often bought cigarettes from small stores, 6 percent often bought cigarettes from vending machines, and 26 percent often bought cigarettes from large stores.
Of currently smoking teenagers who had ever seriously thought about quitting smoking, 86 percent reported having tried to quit at least once, and 76 percent of those who had ever tried to quit reported having tried to quit in the past 6 months. When asked the question "Do you think you will be smoking 1 year from now?", more than half of all teenage smokers said they would definitely or probably not be smoking in a year. Considering the percentage of teenagers who had tried to quit and failed, especially in the past 6 months, it is somewhat surprising to note that so many current teenage smokers (54 percent) still believed that they would not be smoking in 1 year. These statistics clearly illustrate the naivete of adolescents with regard to the addictiveness of cigarette smoking.
Adolescents who had never smoked a cigarette or never tried or experimented with cigarette smoking reported on all measures of "intention to smoke" that they had no intention to smoke in the future, with very little variation by sociodemographic subgroups. When asked "Do you think you will try a cigarette soon?", adolescents, regardless of age, were consistent in their resolve not to smoke even though their exposure to and the availability of cigarettes is shown by this data to increase with age. More than 97 percent of 16-18-year-olds, 96 percent of 14-15-year-olds, and 94 percent of 12-13-year-olds reported that they would not try a cigarette soon (table 3) . At ages 12-13, only 24 percent of teenagers reported having been offered a cigarette, but more than half (54 percent) of the teenagers who had never smoked had been offered a cigarette by the time they were between 16 and 18 years of age, Older teenagers also believed it would be easy for them to get cigarettes if they wanted some: 89 percent of 16-18-year-olds said it would be easy to get cigarettes if they wanted some, compared with 67 percent of 14-15-year-olds and only 39 percent of 12-13-year-olds.
A strong correlate of smoking uptake among adolescents is the smoking practices of family and peers (1), Of all current teenage smokers, 17 percent reported living with an older sibling who smoked, but only 5 percent of teenagers who had never smoked lived with siblings who smoked (table 4) . Teenagers who smoked also reported more frequently having a parent who smoked: 46 percent of current teenage smokers reported that their parents smoked, and 36 percent of teenagers who had never smoked lived with at least one parent who smoked, Current teenage smokers associated more with other smokers than did teenagers who had never smoked, When asked the question "Of your four best male/female friends, how many smoke?", 82 percent of current smokers reported having at least one best male friend, and 78 percent cited at least one best female friend who smoked, In response to this same question, of adolescents who had never smoked, only 20 percent reported having at least one best male friend, and 18 percent reported having at least one best female friend who smoked.
Teenagers who smoked tobacco also reported knowing more people who used chewing tobacco, snuff, marijuana, crack, or cocaine; drank alcohol; and had had sex than did teenagers who had never smoked. In addition, at least half of all current smokers said that most or all of the people they knew who were their age smoked cigarettes, drank alcohol, got drunk at least once a month, or had had sex.
School performance and attitudes about school were also strong correlates of smoking uptake among adolescents, Again, more current smokers than teenagers who had never smoked reported liking school less, doing poorly in 'school, and perceiving what they learned in school as less useful to them later in life. Current smokers also missed more time from school in the 2 weeks prior to the interview and reported cutting school more often.
In table 4, a scale to measure depression was adapted for telephone interviewing from a scale originally designed for self-enumeration application (12). Teenagers who currently smoked were tired; had trouble sleeping; were sad or depressed; felt hopeless, tense, or nervous; and worried more often than teenagers who had never smoked.
Adolescents who smoked were more likely to be involved in risky behaviors, another correlate of smoking uptake, than teenagers who have never smoked, Teenage smokers were twice as likely to have been involved in one or more physical fights in the past year and ridden a motorcycle or minibike often or sometimes in the past year. Smokers were almost three times more likely to rarely or never wear seat belts and six times more likely to have ridden in a car driven by someone who had been using drugs or drinking than those teenagers who had never smoked,
Estimates from the TAPS also showed an important difference between teenagers who smoked and those who had never smoked, in terms of social and family functioning. For example:
Seventy-eight percent of teenagers who had never smoked reported that they strongly disliked being around people who were smoking, and 94 percent preferred to date nonsmokers, but only 19 percent of current smokers strongly disliked being around others who were smoking, and 51 percent preferred to date nonsmokers. More than 90 percent of teenagers who smoked, compared with 57 percent who have never smoked, had had a steady boyfriend or girlfriend. Almost half of those teenage smokers reported that their boyfriend or girlfriend also smoked, but only 8 percent of teenagers who had never smoked reported having a boyfriend or girlfriend who smoked (table 4) .
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Teenage smokers had more spendable income than teenagers who had never smoked. More than 45 percent of current smokers had more than $20.00 a week to spend any way they wanted to, compared with half as many teenagers who had never smoked. Teenage smokers consequently had more money to spend for cigarettes (table 4) .
Teenagers who smoked were likely to go to a friend if they needed help with a serious problem, but teenagers who had never smoked were more likely to confide in a parent (table 4) .
Almost twice as many teenagers who smoked were left alone at home without parental or adult supervision for 10 or more hours a week as were teenagers who had never smoked (table 4) .
More than half the teenagers who smoked attended religious services rarely or never, compared with fewer than a third of teenagers who have never smoked (table 4), As shown in table 5, prevalence for males who "ever used" and "ever regularly used" smokeless tobacco products, such as chewing tobacco or snuff, increased with age and was more common among white respondents than among black respondents, and more common among non-Hispanics than among Hispanics, When asked the question "How many of the people you know, who are about your age, use chewing tobacco or snuff?", 14 percent of teenagers who had ever used smokeless tobacco reported that most or all of the people they knew used some form of smokeless tobacco, compared with only 3 percent of teenagers who had never used smokeless tobacco (table 6) . Twenty-two percent of male teenagers had ever used chewing tobacco or snuff regularly (table 5) . More than 29 percent of these teenagers reported that all or most of the people they knew used smokeless tobacco, More than 95 percent knew that using smokeless tobacco can cause cancer (table 6) .
A significant number of teenagers reported having been exposed to information related to the health risks of smoking regardless of adolescent smoking status. More than 80 percent of both current smokers and teenagers who had never smoked said they had heard or seen something in the media recently about the risks of smoking, and more than 70 percent had taken a class or course at school about the health risks of smoking (table 7), More than 80 percent of current smokers and teenagers who had never smoked also believed that almost all doctors are strongly against cigarette smoking. Despite similar knowledge levels about smoking health risks, current smokers were more likely than teenagers who had never smoked to believe that it was safe to smoke for a year or 2, that there was no harm in having an occasional cigarette, and that they could stop smoking anytime they wanted to (table 7) .
What teenagers believed to be true about smoking was clearly influenced by the benefits they perceived from smoking. Current adolescent smokers were significantly more likely to believe that cigarette smoking helps people when they are bored, helps people relax, helps reduce stress, helps people feel more comfortable in social situations, and helps keep their weight down, For current teenage smokers, the perceived functional utility of smoking clearly outweighed the risks of smoking.
Discussion
These data highlight several areas of concern. For many adolescents, the perceived benefits of smoking outweighed the risks involved. Adolescent smokers appeared to overestimate their ability to quit smoking. As reported, quit attempts are often met with failure, a symptom of nicotine addiction (13). In addition, the ease of adolescent access to cigarettes, shown in the TAPS and elsewhere (14,15), highlights the need for better control of tobacco sales to minors.
The United States Public Health Service is committed to reducing the initiation of tobacco use among our Nation's youth (2). One national health objective (Objective 3.10) calls for the establishment of tobacco-free environments and the inclusion of tobacco-use prevention in the curricula of all elementary, middle, and secondary schools, preferably as part of quality school health education (2), Another goal (Objective 3.13) is to enact and enforce laws that prohibit the sale of tobacco products to minors in all 50 States and the District of Columbia (2). As of September 1992, 49 States and the District of Columbia had laws in place restricting the sale of tobacco products to minors (CDC, unpublished data) . Although there appears to be widespread support for effective minors' access laws (16), such laws are only rarely enforced (17), Many perceptions of adolescents about cigarette smoking may result from image-based advertisements (1,2,11). The national health objectives also call for the elimination or severe restriction of tobaccoproduct advertising and promotion to which youths are likely to be exposed (Objective 3,15) (2). Other effective strategies may include the development of statewide tobaccocontrol plans to reduce tobacco use, especially among youth (Objective 3.14) (2) and raising state excise taxes on tobacco products (1, 18 3.4 *0.9 *0.7 *1.0 The TAPS survey was designed to obtain current national household data about current cigarette-smoking behavior and lifetime smoking practices of adolescents and their beliefs about smoking, Selected correlate measures associated with smoking uptake were also addressed in the study,
The TAPS sample was derived from NHIS household interviews conducted during the final two quarters of 1988 and the first two quarters of 1989, Included in the sample were all sample teenagers living in households contacted and interviewed during this period that were 12-18 years of age as of November 1, 1989, The eligible sample for the TAPS was 12,097 persons, TAPS utilized two modes of data collection, The primary method consisted of computer-assisted telephone interviewing (CATI) in households where a telephone number was provided during the original NHIS interview. In addition, self-administered questionnaires were mailed to sample teenagers living in households without telephones or an available telephone number. Mail questionnaires were also sent to those teenagers that could not be reached using the CATI method. Telephone interviews and all other datacollection activities were performed by U.S. Bureau of the Census personnel, Data collection began in August 1989 and continued through March 1990, Unlike the original NHIS interview, the TAPS survey design required that all teenagers respond for themselves. However, prior to the initial telephone contact, advance letters were mailed to a parent or guardian and to each eligible teenager in the household explaining the sponsorship and objectives of the upcoming survey and assuring confidentiality.
The total interviewed TAPS sample included 9,965 adolescents -9,135 responded in CATI interviews and 830 completed mail questionnaires, The total combined response rate for the TAPS from these two data collection procedures was 82.4 percent. Most of the nonresponse resulted from teenagers' failure to return the mail questionnaire. Only 3.1 percent of interviews of adolescents reached by telephone ended in a refusal, either because of the parents or teenagers initial refusal or because of subsequent termination of the interview. Item nonresponse was less than 1 percent for the questions discussed in this report. More details about non-response are available in a recent report (17).
Sampling errors
Because estimates shown in this report are based on a sample of the population rather than on the entire population, they are subject to sampling error. When an estimate or the numerator or denominator of a percent is small, the sampling error may be relatively high. In addition, the complex sample design of the NHIS has the effect of making the sampling errors larger than they would be had a simple random sample of equal size been used.
The following method for computing sampling errors is presented for the convenience of readers who want a simple method to use in calculating standard errors for estimates in this report. More precise methods, such as that available in the software program SUDAAN (19), which estimates standard errors for complex surveys using Taylor linearization, are recommended for detailed analysis of NHIS data.
Approximate standard errors of the estimated numbers (x) in this report (except for all teenagers, by age, race, and sex when the standard error is assumed to be 0.0) may be calculated using the formula SE(x) = ~0.0000307(x)2 + 3,640(x) Except as noted, approximate standard errors of the estimated percents in this report maybe calculated using the formula 'E') '-where p is the estimated percent and y is the population denominator.
Approximate standard errors for the percents in table 5, by age and race, may be calculated by using the formula SE@) = p ~0,0000307 + 3,640/x where p is the estimated percent and x =py/100 withy = the population denominator.
If xl and Xzare two estimates, then the approximate standard error of the difference (xl .X,) can be computed as follows: ~SE(xJ2 + SE(XJ -2rSE(xl) SE(XJ where SE(X1)and SE (X2)are computed using the appropriate formulas previously presented in this section, and r is the correlation coefficient between xl and X2 (assuming r = 0.0 will result in an accurate standard error if the two estimates are actually uncorrelated and will result in an overestimate of the standard error if the correlation is positive or an underestimate if the correlation is negative),
In this report, unless otherwise noted, a difference was considered statistically significant at the 5-percent level if the difference (xl -X2) was at least twice as large as its standard error.
